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Background 
The year 2020 will forever be marked by the COVID-19 
pandemic [1]. The virus, which originated in China in 2019, 
spread across the globe by the Spring of 2020 [2-4]. As of 
March 11, 2020, the COVID-19 was declared a pandemic by 
the WHO (World Health Organization) [3]. High, middle  and 
low-income countries alike have been adversely affected by the 
virus [5]. Globally, as of the 15th of September 2020, there have 
been 29,155,581 confirmed cases of COVID-19, including 
926,544 deaths reported to the WHO [6]. 
COVID-19 in South Africa: 
South Africa, is a unique country in terms of its geopolitical 
position as well as its disparities in standards of living. It is 
classified as a developing country [7]. The healthcare system in 
South Africa is a mixture of private and government services. 
The two systems exist in stark contrast to one another [8, 9]. 
According to the Department of Health in South Africa by 
September 15, 2020 a total of 3,940,217 tests have been 
conducted. With 651,521 positive cases identified, 583,126 
reported recoveries and a total of 15,641 deaths [10]. 
 
There is disparity in the current status of confirmed COVID-19 
cases across South Africa’s nine provinces. There have been a 
total of 651,521 confirmed cases; the provincial breakdown of 
the cases is as follows: 1) The Gauteng province has the highest 
number of cases with 215,481 COVID-19 positive patients; 2) 
KwaZulu-Natal ranks second with 116,674 cases; 3) The 
Western Cape ranks third with 108537 cases; 4) Eastern Cape 
has 87,514 cases; 5) The Free State ranks fifth with 42,255 
cases. 6) the Northern West records 27,321 cases; 7) 
Mpumalanga ranks seventh with 25860 cases; 8) Limpopo 
records 14,263 cases; and  9) The Northern Cape has the lowset 
number of 13,616 positive COVID-19 cases [10].  
As of the 15th September, 2020, South Africa has lost a total of 
15,641 lives due to COVID-19 and recorded a total of 583,126 
recoveries [10]. Gauteng Province has had the greatest amount 
of recoveries with 191,668 people recovering from the virus; it 
has had a total death count of 3,933 which is the second highest 
provincial loss of lives after the Western Cape Province with 
4,079 deaths and 101,044 recoveries. The highest number of 
active COVID-19 positive cases (19,880 cases) have been 
reported from Gauteng Province.  KwaZulu-Natal has the 
second highest amount of recoveries with 107,149 patients 
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being cured and deaths totaling 2,425. The Eastern Cape has 
had recoveries totaling to 83,629 and has lost 3,055 lives. The 
Northern Cape has had the both the least recoveries 10,412 and 
the fewest deaths (n=176). 
Governance and response to COVID-19: 
The South African government have introduced a range of 
parameters and laws in order to curb the spread of the virus 
whilst simultaneously endorsing programs to spearhead the 
preparedness of the healthcare system for the various waves of 
COVID-19 cases that have been forecast.  The government has 
used lockdown legislation and restriction of movement bills to 
curb the transmission of the disease. A unique method 
employed by the government was the prohibition of alcohol and 
tobacco products to protect people from infection [11-12]. The 
construction of multiple field hospitals, mobile testing units, 
and personal protective equipment bills are in the government’s 
arsenal to fight the virus, with further preparedness indictated 
by the digging of 1.2 million graves [13]. 
Lockdown legislation: 
In conjunction with the new laws and regulations, the 
Government of South African has exercised lockdown and 
restriction of movement policies. These policies being 
implemented on  the  basis of various levels of severity ranging 
from the highest alert level 5 through to alert level 1. Level 5 to 
2 have each a unique set of rules and regulations with the 
primary aim of curbing the transmission of the virus. 
Alert level 5:  
This is the most stringent level with extreme limitations to the 
movement of people. Only essential services are granted 
operational capability. In the transport sector taxis, buses and 
private motor vehicles are only allowed to be operational in 
designated hours and strict occupancy rules are to be followed. 
Under level 5 no interprovincial travel is permitted. The sale of 
alcohol and tobacco products is prohibited. The use of face 
masks is mandatory. Non-essential retail businesses must stay 
closed [13, 14].  
Alert Level 4:  
All essential services as well as all financial and professional 
services are allowed to be operational. Stores may sell non-
essential goods that are within their existing inventory. Waste 
recycling is permitted, all types and forms of agricultural 
activity as well as global services for export markets are 
operational. The information technology, the postal and 
telecommunication services are permitted to be operational. 
The mining sector is permitted to have opencast mines 
operating at 100% capacity, other forms of mining are restricted 
to 50%. In addition to this transport services may operate at any 
time of the day, under the guidance of strict hygiene standards. 
No interprovincial movement is permitted unless under vetted 
circumstances. Every citizen must stay at their place of 
residence from 8pm to 5am. Walking and jogging are permitted, 
but not  in groups [13, 14].  
Alert Level 3: 
Students may return to school or tertiary education facilities. 
The visiting of family is prohibited. Restaurants are allowed to 
operate with eat-in meals on a reduced capacity basis following 
strict health regulations. Hairdressers and personal services of 
similar nature are allowed to be operational, conferences are 
permitted for work purposes, hotels and commercial 
accommodation centres may be operational. Cinemas, theatre’s 
and casinos are operational with limited capacity. Non-contact 
sports such as golf and tennis are permitted under the condition 
that the necessary health regulations are adhered to [13, 14].  
Alert Level 2: 
Restaurants may remain open, with a curfew between 10pm and 
4am. The prohibition of alcohol is now disband and alcohol may 
be served in licensed establishments. The restrictions on guests 
and social gatherings remain in place. Interprovincial travel is 
permitted. Visits to family and friends in small groups is 
permitted. All retail establishments may open and all 
government sectors are to be operational. All mining activities 
may operate at 100% capacity. Construction and all other forms 
of manufacturing is permitted. Domestic work and cleaning 
services are permitted. South Africa is currently under alert 
level 2 regulations [13, 14]. 
Alert level 1: 
Restrictions have not yet been stipulated. 
Outcome of the stringent prohibition policies: 
Although the prohibition of alcohol and tobacco has sent shock 
waves through this liberal African country. It is a stance many 
other governments would not dare to exercise due to public 
opinion, pressure from sellers/producers of alcohol and tobacco 
and a host of intrinsically attached difficulties [15]. The 
prohibition of alcohol in South Africa has been an empirically 
effective tool in reducing the burden of casualty departments in 
government healthcare facilities across the country. A study 
from the Province of Kwa-Zulu Natal in April 2020 showed a 
47% reduction in severe trauma cases [16]. This massive 
reduction decreases the burden on the already inundated 
Government health facilities and frees up resources and staff to 
handle COVID-19 cases [17]. The prohibition of alcohol alone 
is a considerable factor in preparing the system for the influx of 
the COVID-19 cases. 
The toll of alcohol on South African citizens: 
Deaths induced by alcohol as well as alcohol-associated deaths 
account for the loss of 62,300 lives annually in South Africa 
[12]. These alcohol-related deaths spans from loss of lives due 
to intoxication, road traffic accidents, assaults, rape and gunshot 
injuries. A study by Reuter and colleagues stresses the positive 
effects of the prohibition of alcohol on the health care system 
  
 876 
[12]. Policies of such a stringent nature have been applauded by 
numerous papers such as by Matzopoulus and team, who 
believe that the alcohol ban bodes a positive potential for 
improved and better policy making in future [18].  
Practical implication of prohibition policies: 
By virtue of simple policy changes and amendments, a stark 
reduction can be seen on the burden of healthcare systems. The 
implementation of the prohibition principle may save the 
government millions, if not billions, as well as raise “COVID-
19 preparedness” as existing resources will be freed up to 
combat the virus; whilst simultaneously saving people’s lives. 
South Africa’s unique policy intervention may therefore 
become a global pioneer in future policy development and crisis 
management strategies for other governments who need to 
reduce the burden  on  their healthcare systems for an impending 
influx of patients. Ultimately it is a simple principle, which 
employs strong policy making and legislation, whilst dually 
safeguarding the lives of citizens. It allows for resources to be 
managed in a more precise and useful manner which ultimately 
benefiting many in society. 
Timeline of COVID-19 in South Africa 
The first confirmed COVID-19 positive case was reported on 
the 5th of March 2020, a 38-year-old male patient who had been 
to Italy [19]. Daily reported cases grew steadily until May 2020, 
and from June 2020 onwards cases rose sharply showing an 
exponential trajectory [19]. South Africa surpassed 100,000 
cases in June 2020 and then 200,000 in July.  As of the 2nd of 
July 2020, the number of cases increased at a higher rate and 
produce the steep trajectory. The daily number of new cases has 
declined rapidly from approximately 13,500 daily cases in mid 
of July to 2,000 cases per day in the first week of September. 
Rehabilitation concern for COVID-19  
Rehabilitation COVID-19 cases should consider (a) optimizing 
outcomes of people with severe COVID 19 and (b) the services 
for people with more essential or basic needs. 
Gaps and challeges in Southern Africa are real time onsite 
training challenges, cascade trainings of all health workers, 
health care worker getting infected, a general shortage of health 
care facility and staff, and limited surge capacity. 
Across the globe older people and those with co-morbidities 
and/or disabilities are more likely to suffer impairments due to 
COVID-19. Severe cases of COVID-19 often need 
rehabilitation after ventilator support, prolonged 
immobilization and bed rest. Patients with COVID-19 who do 
not receive invasive mechanical ventilation, either because 
these resources are not available or where illness severity does 
not warrant this, may also experience some degree of physical 
or respiratory impairment, as well as psychosocial challenges, 
as a result of the illness and hospitalisation [3]. Respiratory 
disorders and lack of exercise in the elderly can lead to diseases 
such as apraxia syndrome and pulmonary infections. 
Little is known about long-term effects/impairments of 
COVID-19 therefore patient follow-up is vital. Community 
engagement is a key element due to stigmatization of people 
who have been hospitalized with COVID-19 [20]. Countries 
will require increased surge capacity - this may not match the 
capacities of their rehabilitation staff– the unmet rehabilitation 
needs/lack of resources needs to be flagged to health ministries. 
IPC infection prevention and control) measures, and access to 
appropriate PPE (personal protective equipment) are essential.  
Modifications relating to how rehabilitation is delivered will be 
required for infection control – Telehealth may need to be 
developed to support staff in their work and their training needs. 
Mental wellbeing support for staff should be strengthend.  A 
multi-disciplinary approach is key, and so is the sharing of new 
learning internationally, whilst keeping up-to date with WHO 
advice and guidance. Rehabilitation interventions must match 
skill sets of rehabilitation professionals. To make the best use 
of telehealth, areas that are resource poor need to be addressed 
at the service/government level.  
Conclusion 
South Africa’s unique, multifaceted and strategic method to 
combatting the coronavirus has proven to be effective in using 
existing resources and redirecting human and other resources. 
The prohibition of alcohol is a unique method employed by the 
government, the full extent to which this policy reform has 
benefitted the country is still to be determined as South Africa’s 
coronavirus cases are still increasing. Thusfar, reports suggest 
that the prohibition of alcohol has been greatly beneficial. This 
policy reform may become popular as part of crisis management 
protocols in other countries if its long-term benefits can be 
established. 
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